Two cases of pneumothorax secondary to pulmonary septic infarctions occurred in the course of tricuspid endocarditis in intravenous drug misusers. This unusual complication must be considered in patients with right sided endocarditis who develop pleuritic chest pain, haemoptysis, or breathlessness. (Thorax 1992;47:1080-1081 The tricuspid valve is affected in 5-10% ofcases of infectious endocarditis, and in these cases intravenous drug abuse is the most important cause.
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The most frequent complication of right sided endocarditis is pulmonary infarction due to septic emboli; it was present in 60-100% of all cases of tricuspid endocarditis.'3 To our knowledge, only one case of pneumothorax secondary to septic pulmonary embolisation in the course of tricuspid endocarditis has been reported.4 We report two new cases of pneumothorax and tricuspid endocarditis in intravenous drug misusers.
On the 15th hospital day the patient became breathless and his chest radiograph showed bilateral hydropneumothoraces (fig 1) . Intercostal drains were inserted into both pleural cavities. Purulent fluid was drained, from which S aureus sensitive to methicillin was cultured. The clinical condition of the patient improved slowly. Parenteral antibiotic treatment was maintained for eight weeks. Further chest radiographs showed re-expansion of both lungs with bilateral basal pleural thickening. PATIENT 2 A 26 year old man, dependent on heroin for the past six years, came to the hospital with high fever and right pleuritic chest pain. He appeared severely ill; his temperature was 40'C with a respiratory rate of 30/min and a heart rate of 120/min. The breath sounds were decreased at the right lung base. The red blood cell count showed microcytic hypochromic anaemia (haemoglobin 10 5 g/dl, mean corpuscular volume 79 fl, mean corpuscular haemoglobin concentration 28 g/dl). The white blood cell count was normal. The results of serological tests were positive for both human immunodeficiency virus and hepatitis B virus (anti-HBc). Doppler echocardiography showed discrete lateral tricuspid valve thickening. Chest radiography showed a small infiltrate in the right lower lobe. After some hours a right hydropneumothorax developed (fig 2) and the patient's general condition deteriorated, with dyspnoea and cyanosis. An intercostal tube was inserted and purulent fluid drained. Staphylococcus epidermidis was isolated from this fluid and also from several blood cultures taken at the same time. The patient was given vancomycin (3 g/day) and gentamicin (240 mg/ day) for four weeks. Further chest radiographs showed good re-expansion with residual right basal pleural thickening. Pneumothorax secondary to septic pulmonary emboli in tricuspid endocarditis 
